Background Private hospitals' activities are not routinely reported, so what services they provide and for whom is not known. This study describes the clientele and case-mix of independent hospitals in England and Wales in 1997-1998. 
Introduction
In 1997, according to the K036 statistical returns from health authorities to the Department of Health, there were 10 381 beds in 223 short-stay independent hospitals in England and Wales (Department of Health, personal communication, 1999) . Activity data for independent hospitals are neither widely available nor systematically reported. The extent to which they divert demand from the National Health Service (NHS) or provide care for NHS patients cannot therefore be estimated, nor can the quality of care be assessed. To provide relevant data we studied the clientele and clinical caseload of these hospitals in the financial year 1997-1998 and compared the findings with those of a similar survey conducted 5 years earlier. 1 
Method
The Department of Health provided the 1996-1997 list of hospitals registered with and inspected by local health authorities under the Residential Homes Act 1984. Using this, the Independent Healthcare Association Directory of Independent Hospitals and Health Services 2 and the Fitzhugh Directory of Independent Healthcare and Long Term Care, 3 we identified 223 hospitals, equipped with operating theatres, which functioned at any time in the financial year 1997-1998. Although they contained beds, two hospitals dealt only with out-patients in that year, and were excluded. We allocated a sample period between 1 April 1997 and 31 March 1998 to each of the other hospitals, which, based on the number of beds, we expected would yield at least 100 admissions. The mean sample period was 3 weeks (range 1-12 weeks). Individual hospital sample periods were set so that within each NHS Executive Office region, similar numbers of admissions would be obtained each month. For comparability, hospitals that supplied data for a similar survey in 1992-1993 were allocated the same sampling 1 We collected data about the patients, their domicile, method of funding, clinical procedures and method of discharge. In 42 hospitals data were abstracted manually from case records. From the others data were received in electronic media or as printout from these media. Where the surgical procedure codes of the Office of Population Censuses and Surveys 4 had already been applied we checked them against the textual descriptions. In other cases we coded the procedures ourselves.
For all hospitals, except for 16 that were concerned mainly or only with termination of pregnancy, whole-year estimates of activity levels were obtained by weighting the sample numbers for each hospital, taking into account the length of the sample period and the particular weeks that were sampled. The total activity in England and Wales was then obtained by summing the weighted figures over all hospitals. As different weeks were sampled for the hospitals the method of calculating the weights took into account seasonal variation in addition to the number of admissions. Using GLIM version 4, a log-linear model with Poisson errors was fitted to the counts of weekly admissions, and included variables representing the weeks and the hospitals. 5 The weighting factor for each hospital was then calculated using the regression coefficients for the weeks from the fitted model. For any specific hospital the weighting factor was calculated as the sum of the regression coefficients for the weeks sampled for that hospital divided by the sum of the regression coefficients for all weeks.
Two more adjustments were made. Ten hospitals dealt exclusively with cosmetic surgery. Six of these co-operated with the study, four did not. Case numbers in the co-operating hospitals were therefore further weighted by the ratio of the total beds in all 10 hospitals to those in the six co-operating hospitals to give an estimate of the total cosmetic surgery hospital caseload. The second adjustment allowed for the loss of data from another two hospitals, each of which, clinically, had a general caseload, and whose managers refused to cooperate. As these were in different NHS regions all the hospitals in the respective regions were further weighted by the ratio of the total beds in all private hospitals in that region to the number in the co-operating hospitals.
The 16 termination of pregnancy hospitals showed little seasonal or weekly difference in activity levels. The sample numbers for each of these were therefore weighted simply by the ratio of 52 to the number of weeks sampled.
The accuracy of the numbers of cases estimated by these weightings was tested in two ways. (1) One large hospital group supplied us with the total number of cases admitted as inpatients or day cases to its hospitals in 1997-1998 (106 269). Our estimate of 107 339 was only 1 per cent higher. table to table. Unlike the data recorded on patients in the NHS Hospital Episodes Statistics, which are consultant episode based, the records of independent hospitals are person based, thus covering the complete stay in hospital. Therefore, one patient record yields the data pertaining to all aspects of that one admission, and from the data recorded we report the principal operation or procedure, if any, that the patient underwent.
Results
Fewer beds were available in 1997-1998 (10 381 beds in 223 short-stay independent hospitals) than in 1992-1993 (11 366 in 217 hospitals). The bed ratio in England and Wales in 1997-1998 was 20 per 100 000 population [regional range eight per 100 000 (Wales) to 38 per 100 000 (North Thames)].
A sample of 37 434 patient records was obtained from 215 (97 per cent) hospitals with 10 259 beds (mean 48, range 0-266). The six non-co-operating hospitals had 122 beds (mean 20, range 3-34). The weighted sample represented an estimated 828 422 cases, 22 per cent more than 5 years earlier. The number of day cases rose by 69 per cent, and in-patient numbers fell by 5 per cent (Table 1) .
Most patients lived in England and Wales. The number of overseas residents decreased. More than one in ten patients from England and Wales were treated through NHS contracts. Half of these had abortions. The number of NHS funded, nonabortion cases trebled over the 5 year period, contributing 6 per cent to the caseload [regional range 2 per cent (Anglia and Oxford) to 13 per cent (South and West)].
The number funded through private medical insurance increased by over 60 000. This remained the principal method of funding (76 per cent) for the home population, excluding abortion cases. However, 50 000 more people paid for their own treatment -one in six of all cases (one in five, including abortion cases).
Of the privately funded non-abortion cases, 19 per cent were directly self-funded, including 11 per cent of those aged 0-14 years, 22 per cent of those aged 15-44, 14 per cent of those aged 45-64, 20 per cent of those aged 65-74 and 30 per cent of those aged 75 or over.
Although income tax relief on private medical insurance premiums paid for persons aged 60 or over was abolished on 1 July 1997 the demand for private treatment from the elderly remained constant in the short term. The proportions of the elderly who paid through insurance or self-funded directly did not alter (Fig. 1) .
Over the 5-year period the number of England and Wales resident patients increased overall by 26 per cent, and in all age groups except children. The number aged 65 or over rose by 68 PATIENTS AND PROCEDURES IN SHORT-STAY HOSPITALS per cent, proportionately more than in other age groups, and made up 25 per cent of the total (18 per cent in 1992-1993). Even without the abortion cases females outnumbered males (Table 2) .
Eighty-three per cent of patients underwent a surgical procedure, including 95 per cent of those funded by the NHS (Table 3) . Apart from the largest single category, abortion, the most frequently performed procedures were those that also yield large numbers of elective admissions to NHS hospitals, such as lens operations, orthopaedic operations and hernia repairs. 6 Consequently, these were prominent among the NHS-funded procedures. One in six patients did not receive surgical operations. Many of these were undergoing cancer chemotherapy or palliative care.
Procedures for which above-average proportions of private patients funded themselves directly included major joint replacements, lens operations, vasectomies, abortions, sterilizations and cosmetic operations.
Of the 17 199 overseas resident patients 7705 underwent procedures to terminate pregnancy. Of the remainder, 1828 (11 per cent) underwent heart operations, 878 of them involving the coronary arteries, and 1432 (8 per cent) were medical cases. Nine hospitals, all in the London area, accounted for 66 per cent (11 345) of the overseas resident patients.
Reflecting the elective nature of the caseload, most patients (782 902 out of 828 422; 94.5 per cent) were discharged home; 2081 (0.3 per cent) died, 404 of these perioperatively; and 1260 (0.2 per cent) were transferred to NHS facilities, one in five of whom were NHS funded. The remainder went to other residential accommodation or to unknown locations.
Excluding the termination of pregnancy hospitals, the average daily bed occupancy was 48 per cent, as in 1992-1993 
Discussion
Demand for privately funded care is based partly on the perceived or actual delay in obtaining elective treatment in NHS hospitals. Up to 1994 the government attempted to reduce these delays through various waiting list initiatives. Since then, targets for shorter delays have remained in force. Over the same period the bed-complement of independent hospitals decreased, population coverage by private health insurance remained constant at 11 per cent 7 and, latterly, tax relief on health insurance premiums for older people was abolished. Nevertheless, the demand for privately funded treatment in independent hospitals rose in all parts of the country and in most age groups. This growth was not at the expense of private caseload of NHS hospitals, where the number of first consultant episodes for private patients rose (in England) from 82 503 in 1992-1993 to 102 934 in 1996-1997 (Department of Health, personal communication). The falling demand for private treatment for children may reflect the priority given to children by the NHS after some well-publicized adverse outcomes following delays in treatment. Also, some childhood procedures, such as tonsillectomy and adenoidectomy, and the insertion of grommets for middle ear drainage, are less often used. The marked rise in demand from the elderly, the age-group with the lowest level of insurance cover, 8 may indicate that more older people are able and willing to pay for the prospect of regaining disability-free life years.
The increase in the number of NHS patients using independent hospitals occurred when commissioners of services for NHS patients were allowed to contract with private sector providers. In terms of the annual elective caseload of NHS hospitals in England and Wales, over four million patients, the number of NHS patients treated in private hospitals was minute. 9 For instance, in the first quarter of 1997 the average monthly number of patients admitted to hospitals in England from NHS waiting lists was 290 000.
10 Private hospitals treated only 42 000 NHS-funded patients in the entire year, similar to the number admitted to NHS hospitals in 3-4 days. On the other hand, if all the 716 110 home resident, non-abortion cases treated in independent hospitals, however funded, had been treated by the NHS it would have taken 10 weeks to clear that number from the waiting lists at the prevailing rate of admission. Of course, not all of these would have been treated. It is unlikely, for example, that some of the cosmetic operations would have been commissioned.
The Parliamentary Health Select Committee has reviewed the regulation of the standards of private and other independent health care.
11 Three aspects of our analysis of discharges are relevant, namely deaths, transfers to NHS hospitals and the
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Figure 1
Quarterly variation in numbers of private patients treated in independent hospitals, 1997-1998, according to method of funding and age. Residents of England and Wales. Excluding termination of pregnancy. The transfer of patients to NHS hospitals prompts two concerns: the possibility that some private hospitals are illequipped to deal with all the contingencies that arise, and that the NHS subsidizes the care of these private patients. Our data are insufficiently detailed to allow us adequately to explore the context of the transfers. However, one in five cases did involve NHS-funded patients. The use of private facilities may have been planned only for the actual procedures, with aftercare being provided in NHS facilities. Some of the private patients who transferred may have been paying patients using specialized facilities available only in the NHS hospitals. Whatever the reasons, the scale of such transfers, three or four per day countrywide, is very small.
Cosmetic surgery was of particular concern to the Health Select Committee.
11 There were nearly 24 000 such operations in independent hospitals in 1997-1998, only 3 per cent of the caseload. An indeterminate number of these operations were performed to rectify underlying pathological conditions, such as naevi, or to redress the removal of skin and underlying tissue following cancer or trauma surgery. Cosmetic operations that were aesthetic and non-pathological in intent, such as face lifts and abdominal recontouring, were concentrated in a very small number of establishments (14 405 in ten centres). It is important therefore not to assume that the need for regulation of these activities is uniformly or widely distributed.
